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UNDER THE CHARGE OF 

Henry C. Coe, M.D., M.R.C.S., 

OF NEW TOILS. 


On the Various Modes of Treatment of the Worst Cases of 
Uterine Flexion. 

Routh {Ibid.) pleads for a more prolonged and intelligent use of pessaries 
before resorting to operative treatment, which he does not regard as entirely 
successful. His conclusions are as follows: No pessaries should be used as 
long as evidences of inflammation are present; they should be so fitted as 
not to press upon the fundus uteri or at the point of flexion. They should be 
tried for not less than a year before the curability of the case is questioned. 
Whenever there is obstruction of the canal at the point of flexion an intra¬ 
uterine stem is necessary. It should be worn six or eight months. An India 
rubber steel-spring pessary maybe employed if the uterus is firmly adherent; 
if the adhesions cannot he stretched, oophorrhaphy may afford relief. Alex¬ 
ander’s operation, or hysterorrhaphy, should not be performed if the uterus 
is considerably enlarged and prolapsed, if there are firm and extensive ad¬ 
hesions, or if there is general relaxation of the ligaments. 

Methods of Cleansing the Peritoneum. 

Tait {Brit. Gyn. Journal, Aug. 1887), in describing his method of irrigating 
the peritoneal cavity, refers to a primary and secondary cleansing, the former 
being employed at the time of the operation, especially when colloid material 
has escaped into the abdomen, the latter being accomplished by means of a 
drainage tube. Primary irrigation is effected by siphoning warm water into 
the abdomen through a trocar of peculiar shape, the Btream being directed to 
different points so as to wash away any foreign material. 

In removing blood-clots a more rapid stream is passed through a larger 
tube introduced into the pelvis. The intestines and peritoneum should at the 
same time be gently cleansed by means of the finger, or a small sponge. The 
temperature of the water should be between 103 Q and 107 °; water having a 
temperature of 120° is invaluable as a hemostatic. Sponges should not be 
introduced into the cavity if this can be avoided, especially if peritonitis is 
present, since they not only cany infection, but their use still further irritates 
the inflamed peritoneum. Oozing from bleeding points can usually be checked 
by packing the pelvis with sponges, and leaving these in situ until after the 
sutures have been introduced. The fluid that remains after washing out the 
cavity can he best removed by sucking it up through a drainage tube, by 
means of an apparatus similar in principle to a common breast-pump. 

Irrigation of the peritoneal cavity through a drainage tube is only useful 
during the first seventy or eighty hours after operation, because the general 
cavity is early shut off by adhesions. For draining away serum Tait employs 
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a tube closed at the lower end, really an ordinary test-tube with lateral per¬ 
forations; it is changed in fortj’-eight hours for a shorter one of smaller 
calibre. Mr. T.iit summarizes his views on the use of drainage tubes as 
follows: 

1. A tube should be used when there is oozing during the operation, or 
when secondary hemorrhage is anticipated. 

2. It should not be removed until the hemorrhage has ceased. 

3. Drainage should always be employed in cases of ruptured cyst, suppu¬ 
ration, and persistent ascites. 

4. As the patient advances in years there is more need to resort to drainage. 

0. The simplest method of cleansing the peritoneal cavity secondarily is to 

introduce the water through a drainage-tube. As the intestine offers a natural 
channel for drainage, aperients should be given as early as the second or third 
day if there are evidences of peritonitis. 

The Diagnosis and Separation of Peritoneal Adhesions around 
the Displaced Uterus and Ovaries. 

Schultz {ZclUchrift f. GeburUh. u. GynUloL, Bd. xiv., Heft 1) introduces 
a paper on this subject, with the statement that in most cases of fixation of the 
retroflexed uterus, the displacement occurs first, the organ being imprisoned 
in its abnormal position by a subsequent attack of peritonitis. The adhesions 
can usually be felt by the finger, introduced into the rectum or vagina. In 
obscure cases the uterine canal may be dilated, and the finger may be intro¬ 
duced to the fundus so as to steady the organ, while the hand over the abdo¬ 
men is enabled to draw the fundus forward, and thus to estimate the strength 
of the cicatricial bands. A sound may be substituted for the finger within the 
rectum, rectal palpation being practised simultaneously. Anesthesia should be 
employed if the exact amount of mobility cannot be ascertained without it. The 
bladder and rectum having been emptied, the patient is placed in the lithotomy 
position, the examiner introduces his fore and middle fingers into the rectum, 
and presses them against the retroflexed fundus, at the same time resting the 
elbow of the corresponding arm upon his knee. If the fundus can be elevated 
as high as the promontory, it can then be grasped by the fingers of the other 
hand placed upon the abdomen. The site and extensibility of the adhesions 
can now he discovered; if these are slight, they will give way under the com¬ 
bined force of the two hands, while if they are broader, they can be separated 
from the uterus by pressure of the external finger-tip3. 

Imprisoned ovaries may be freed by pressure made through the rectum; 
hut when they are adherent to the posterior surface of the broad ligament, 
reposition is impossible. The finger within the rectum explores the surface 
of the prolapsed organ for a free edge, or an interspace between the ovary and 
its adhesions. If the latter can be found, the finger-tip is gently, but firmly, 
bored into it, when the adhesions will frequently give way. It may be neces¬ 
sary to repeat the operation before the ovary is completely freed. It must he 
effected very slowly and cautiously, the operator being especially careful not 
to make traction or pressure entirely upon the organ itself. The author adds 
that in several cases in which he practised this method of reposition he never 
observed any unfavorable symptoms following the operation. Absolute rest 
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and ice applications are recommended immediately afterward. The uterus 
and appendages are kept in their normal position by means of a suitable pes¬ 
sary. The dangers of the operation are not great, provided that a careful 
diagnosis has been made previously in the manner indicated. 

Puncture -with a Fine Aspirating-needle in the Treatment of 
Perimetritis. 

Hervot {Arch, dc Tbcalogit , July 30, 1887) describes this operation as fol¬ 
lows : After administering an antiseptic vaginal injection, and emptying the 
patient’s bladder, the operator selects a fine needle, about the size of Dieula- 
foy’s No. 2, but twice as long, and plunges it through the fornix vaginae into 
the moat prominent part of the mass of exudation. After the fluid has ceased 
to flow freely, the puncture is repeated at another point. Suppuration will 
not follow if the needle is perfectly aseptic. The usual precautions are taken 
to avoid peritonitis. After reporting in detail a number of successful cases, 
tbe author concludes by affirming that aspiration with a capillary needle is 
always harmless, provided that strict antisepsis is observed, and that it favors 
the resolution of the exudation, and shortens in a marked manner the dura¬ 
tion of the inflammatory process. 

Functional Affections of tiie Uterus resulting from the 
Morphine-habit. 

Lutaud (Ibid.), as the result of careful observations made in twenty two 
cases, during a period of three years, arrives at the following conclusions: 

1. Chronic morphinism causes a diminution, or complete suppression, of 
the menstrual flow. 

2. Hence, in cases of menorrhagia due to cancer or fibroid tumor of tbe 
uterus, morphine possesses a distinct hemostatic action. The author injects 
from two and a half to ten grains (!) at a time in cases of carcinoma, obtaining 
from such large doses not only a complete relief of pain, but a diminution of 
the hemorrhage and actual prolongation of life. 

The Diagnosis of Commencing Epithelioma of the Cervix. 

Stratz (Zeitschrift fur Geburtzhulfe u. Gynakologie, Bd. xiii. Heft 1), refer¬ 
ring to the good results that have followed operations performed for the 
cure of cancer of the uterus, states positively: 1. That carcinoma is curable; 
2, That the earlier one operates the more probable is the cure. Unfortu¬ 
nately, either the disease is not recognized sufficiently early, or palliative 
treatment is not adopted until it is too late for a radical operation. The 
symptoms of commencing epithelioma are rarely so severe as to compel the 
patient to consult a specialist, hence the family physician is the one who has 
the most frequent opportunities to observe the disease in its inception. His 
suspicions should be aroused whenever a woman complains of vague shooting 
pains, an increase in the menstrual flow, and especially of slight hemorrhage 
following coition. Since in the beginning a malignant growth cannot be 
distinguished from an extensive erosion, a piece of the cervix should be ex¬ 
cised and examined microscopically. In general, the following peculiarities 
may be noted on gross inspection as characteristic of malignant disease: The 
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affected region is sharply separated from the healthy portion, and always 
occupies a different level. Epitheliomatous nodules axe of a light yellow- 
color, and on section they show small, BhiniDg, granular spots of a yellowish- 
white shade. 

The Relations between the Uterine Mucosa and Diseases of the 
Adnexa. 

Czempin (Zeitschrijtfur Gcburls. u. Gynalologie, Bd. xiii. Heft 2) endeavors 
in this paper to reverse the ordinary sequence, or to prove that under some 
circumstances inflammation may spread from the appendages to the uterine 
mucous membrane. The intimate relation between the endometrium and the 
lining of tlictube is well known, but it is just as rational, he believes, to assume 
that au inflammatory process may spread backward as forward. The proof of 
this secondary inflammation of the endometrium is shown by the sudden occur¬ 
rence of metrorrhagia in connection with chronic inflammation or tumors of 
the ovaries and tubes, recurrent exudative parametritis, or cicatricial nodules 
in the broad ligaments, such as form after removal of the appendages. A com¬ 
parison of the symptoms observed in a series of cases showed that the patients 
complained of sudden, violent pains in the abdomen or hack, followed in from 
three to eight days by hemorrhage, so severe as to lead the women to consult 
a physician. On examination, evidences of fresh inflammation of the ovaries, 
tubes, or parametric tissue were invariably found. Hemorrhage was generally 
profuse, and was always accompanied by severe pain. The endometrium was 
usually hypertrophied. The symptoms produced by cicatricial nodules 
remaining in the perimetric tissues after laparotomy are less severe, the pain 
being less marked than in acute inflammatory processes; still, it is sufficient 
to convince the patient that she has not been entirely cured by the operation. 
The hemorrhage under these circumstances recurs at irregular intervals, and 
is more profuse than the ordinary menstrual flow. The persistence of a 
pseudo-menstruation after removal of both tubes and ovaries is to he ascribed 
not to the “habit” of menstruation, but to the presence of exudations or 
indurations in the pelvic tissues, which cause congestion of the uterus, and 
hence hypertrophy of the endometrium. The sensitive nodules can often be 
felt in these cases. Hemorrhage from the uterus in connection with disease 
of the appendages may be explained in general by supposing either that the 
presence of chronic oophoritis, pyosalpinx, or morbid growths of the ap¬ 
pendages causes chronic congestion, and hence endometritis fungosa, just as 
in the case of uterine fibroids, or that acute or subacute inflammation of the 
appendages produces an acute hyperemia of the mucous membrane, which 
recurs continually by reason of the constant irritation of the diseased tubes 
and ovaries. The author, in concluding, acknowledges that a careful study 
of the endometrium in connection with various affections of the other pelvic 
organs is necessary before positive deductions can be made, pt must be 
confessed that the arguments advanced by the writer do not throw much 
light upon the question of sequence in coexisting disease of the uterus and 
its adnexa. The explanation of recurring hemorrhages after removal of both 
tubes and ovaries seems plausible, especially when considered in connection 
with the fact of persistent pain after laparotomy.] 



